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Abstract 

The paperless partogram refers to monitoring progress of labour and arriving at an accurate decision for 
intervention to ensure safe delivery. It needs no graph paper, no extra time to do it and uses the routine that the 
nurses are already used to. The study aimed to evaluate effect of using paperless partogram on the management and 
outcome of labor and to assess nurses’ opinion about using it. Setting: Eabor ward at Maternity Hospital affiliated 
to Ain Shams University, Egypt. Subjects: Purposive sample of 100 women who met the criteria of; gestational age 
from 37 to 42 weeks, singleton pregnancy and with cephalic presentation. The data were collected by using the 
paperless partogram model. Results: Mean age of the participants was 25.6 years and mean of gestational age 39.1 
weeks and 87% were multipara. Mean Apgar score of the new-born after 5 minutes was 9.4. Mean duration for 
delivery after Alert ETD was 3.5 ±2.1 hours in primigravida and 3.3 ±2.1 hours in multipara. Also 76.7% of nurses 
prefer new partogram over traditional one. Conclusion: Paperless partogram was found to be effective positively 
on the management and outcome of labor and the nurses prefers it over traditional partogram. 

Keywords: Management of labor, paperless partogram, labor outcome, nurses. 

1. Introduction 

Monitoring of the woman and fetus during labor is to ensure early identification and timely management of 
problems to prevent short- and long-term morbidity and mortality (Lavender, Hart, & Smyth, 2008). Monitoring 
labor can be undertaken in various ways. One method commonly used in developing countries is the partogram 
(or partograph), which help in the timely identification of obstructed labour, providing enough time for referral 
to a higher level health center. It is defined as a graphical representation of the changes that occur in labour, and 
a preprinted paper form that assists in identifying unsatisfactory progress in labor in a timely manner by charting 
cervical dilatation against time (Ogwang, Karyabakabo & Rutebemberwa, 2009; World Health Organization, 
1994). 

In addition to cervical dilatation, most partograms also contain a fetal and maternal record. The fetal 
record may track fetal heart rate, descent of the fetal presenting part, condition of amniotic fluid, and molding of 
the fetal skull. The maternal record includes temperature/heart rate/blood pressure/urine (for protein and ketones), 
uterine contractions, and use of medications (such as oxytocin). This form allows health care providers to record, 
interpret, analyze, and use data to make decisions on labor management. Alert and action lines are printed on the 
partogram for the active phase of labor. An alert line starts at 4 cm of cervical dilatation and extends to the point 
of expected full dilatation at the rate of 1 cm per hour. In the active phase of labor, plotting of the cervical 
dilatation will normally remain on or to the left of the alert line. When dilatation crosses to the right of the alert 
line, it is a warning that labor may be prolonged. An action line is parallel and four hours to the right of the alert 
line. When cervical dilatation crosses this line, action must be taken immediately (WHO, 2007; Mitchell, 2010). 
Despite the proven effectiveness of these tools, some members pointed out they are not frequently used at all 
health care facility level (Debdas, 2008). 

Continuous monitoring of labor and provision of rapid care to deal with problems are most crucial for 
preventing adverse obstetric outcomes related to childbirth. The conventional partogram is an excellent concept, 
but is technologically inappropriate. WHO defines appropriate technology as methods, procedures, techniques 
and equipment that are scientifically valid, adapted to local needs, acceptable to those who use them and to those 
for whom they are used, and that can be maintained and utilized with resources the community and country can 
afford (WHO, 1994; WHO, 2007). 

Debdas (2008) argues that the partogram of WHO fails to meet the organization’s own requirements 
for appropriate technology. The partogram has not been adapted to local needs, is not acceptable to those who 
use it, and cannot be used given the available resources. Also he believes the partogram is simply too time- 
consuming for overburdened clinicians and too complicated for many skilled birth attendants and many of whom 
have not received higher education (Debdas, 2008; Elizabeth, 2014). Many factors that were found to contribute 
to this low rate of partogram use include lack of awareness and lack of proper training, lack of guidelines on 
partogram use, lack of availability of partograms, negative perceptions of the partogram, high patient load, low 
staffing at the facilities, lack of supervision, and negative attitudes among some of the health workers (Ogwang, 
Karyabakabo & Rutebemberwa, 2009; Tsu & Coffey, 2009). These challenges highlight a need for strengthening 
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providers’ skills and/or developing new technologies that are suitable for low-resource countries and promote 
consistent, correct use of the partogram as well as identification of labor monitoring systems that could be used 
at the community level (Technologies for Health Consultative Meeting, 2015). 

Paperless partogram needs no graph paper, no extra time to do it and uses the routine that the nurses 
are already used to. It gives the two basic data on which the partogram works namely: The Alert line and The 
Action line. This method involves only finding Expected Time of Delivery (ETD) and then adhering to that 
without any recurrent plotting of data and its interpretation. Providers calculate alert and action times by adding 
six hours to the time when a woman reaches 4 cm of dilatation (alert line) and adding four hours to the alert time 
(action line); based on rational that cervix should dilate 1 cm per hour between 4 cm and 10 cm. If there is no 
birth at alert time, refer to care and if no birth by action line, immediate delivery (Technologies for Health 
Consultative Meeting, 2015; Agarwal K, Agarwal L, Agrawal V, Agarwal A & Sharma, 2013). 

Paperless partogram tells the provider about the place to go, number of hours, time to terminate labor 
and exact time to transfer a woman to some higher center with Caesarean capability (Debdas, 2008). It is a 
technique used for monitoring the progress of labor before delivery, and arriving at the accurate time to intervene 
for ensuring a safe delivery. Contrary to the current practice of writing down the expected date of delivery (EDD) 
and other parameters that prolong labor and delivery time, the technique only records the expected time of 
delivery (ETD), the alert ETD and action ETD for accurate and precise intervention (Dangal, 2007). 

Preventing prolonged labor is a key strategy for reducing maternal and neonatal death. Once cervical 
dilation reaches 4 centimeters and contractions happen every ten minutes, a woman is considered to be in the 
active stage of labor. If this stage lasts too long, the woman faces higher risk of postpartum hemorrhage, sepsis, 
uterine rupture, and death. Likewise, prolonged labor places neonates at higher risk for anoxia, infection, and 
intra-partum death (Debdas, 2008).The present study is carried out to find out the effectiveness of paperless 
partogram in the management of labor and its effect on maternal and neonatal outcomes and to assess the nurses' 
opinion about using of it. 

2. Aims of the study 

2.1. To evaluate, prospectively, the effect of using the paperless partogram on the management and outcome of 
labour. 

2.2. To assess the nurses' opinion about using of paperless partogram. 

3. The study hypothesis 

3.1. The use of the paperless partogram will be more easy and effective design for labor management and 
outcome. 

3.2. The use of the paperless partogram will be preferable method from nurses view of point. 

4. Subjects and Methods 

4.1. Design: A quasi experimental design was utilized for this study. 

4.2. Setting: The study was carried out at labor ward of Maternity Hospital that affiliated to Ain Shams 
University. 

4.3. Subjects: Purposive random sample of 100 women. The sample size was calculated according to the 
assuming a precision level of 10% of total annual deliveries (990) of maternity hospital and confidence level of 
95%. Women who met the criteria of; gestational age 37- 42 weeks, singleton pregnancies with cephalic 
presentation, a living fetus, and in active phase were recruited. Women were excluded from the study if had mal- 
presentations, previous history of cesarean delivery or other form of uterine surgery, non-reassuring fetal heart 
tracings, women with pathological cardiotocography [CTG] at the time of admission. Sample was recruited 
within the period of 6 months, from 1 st March to last of August 2014. 

4.4. Tools of data collection: Data collection was obtained by using the following tools: 

4.4.1. A Structured interviewing questionnaire: Developed by the researchers and used to collect the socio¬ 
demographic data, obstetric history. 

4.4.2 Paperless partogram model is a simple tool developed by Debdas 2008. It needs no graph paper, no extra 
time to do it and uses the routine that the nurses are already used to. It gives the two basic data on which the 
partogram works namely (The Alert line &The Action line). This method involves only finding Expected Time 
of Delivery (ETD) and then adhering to that without any recurrent plotting of data and its interpretation. It used 
by internship nursing students for labor management. The labor was followed from the active phase when 
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cervical dilatation reach 4 cm or more until delivery. 

Description of the intervention: The paperless partogram is a simple, inexpensive tool to provide a continuous 
pictorial overview of labour. It is a technique used for labor management, only after the cervical dilatation reach 
4 cm or more for monitoring the progress of labour until delivery, and arriving at the accurate time to intervene 
for ensuring a safe delivery. It used by clinicians or nurses through calculation of two times, an ALERT ETD 
(estimated time of delivery) and an ACTION ETD. The ALERT calculation uses Friedman’s widely accepted 
rule that the cervix dilates 1cm per hour while a woman is in active labor (Friedman, 1955). Once cervical 
dilation reaches 4 centimeters and contractions happen every ten minutes, a woman is considered to be in the 
active stage of labor. The clinician simply adds 6 hours to the time at which the woman becomes dilated to 4cm 
to find the ALERT ETD (when cervical dilation is at 10cm). The clinician adds 4 hours to the ALERT ETD to 
get the ACTION ETD. Both ETDs should be written in big letters on a woman’s case management sheet, the 
ACTION ETD circled in red .This technique only records the expected time of delivery (ETD), the alert ETD 
and action ETD for accurate and precise intervention. It also makes the application of 'Friedman formula' simple 
and easy to understand so that even auxiliary nursing midwives (ANMs) can ensure safe delivery. 

4.4.3. Maternal and Neonatal outcomes assessment: To assess the outcome of maternal and newborn 
condition as mode of delivery, birth outcome, birth weight, Apgar score, and any complication may raise for 
mother or baby. 

4.4.4. Nurses opinion about the use of paperless partogram: A 3- point Likert Scale was used, to answer the 
question of "Do you prefer new partogram over the traditional partogram for labor management?" Where the 
overall level of acceptance where 1= not agree, 2= Uncertain, and 3= Agree (Mohamed, 2011). 

4.5. The field of work 

Before data collection, the 30 of internship nursing students (Research assistants) were prepared to use the tools 
of data collection by explanation and clarification of all items of the tools and participated in pilot study to 
ensure the perfect using of the tools. Each internship nurse was visit the delivery ward three days /week to obtain 
the study sample. The internship nurse introduced herself to each woman and explained the aim of the study to 
the woman and obtaining the oral consent before the enrollment in the study. Women who agree to participate in 
the study and meeting inclusion and exclusion criteria were recruited in the study. Data pertinent to the study 
variables were collected from the study sample through questionnaire sheet provided by the researchers to collect 
the basic data and the paperless partogram model was used in labor management and outcome of labor was 
detected. Each woman was individually interviewed using the previously mentioned study tools from active 
phase until delivery and all data recorded in the paperless partogram model. 

4.6. Administrative and ethical considerations 

An authorized permission was obtained by submission of an official letter from the Faculty of Nursing -Helwan 
University to the responsible authorities of the study setting (Maternity Hospital - Ain Shams University) to 
obtain the authorization for data collection. The aim of the study was explained to every woman before 
participation, and voluntary participation was emphasized and an oral consent was obtained, however; they had 
the right to withdraw from the study at any time. Data collection was anonymous, and confidentiality of the data 
was secured. 

4.7. Pilot study 

A pilot study was done on 10 women (10% of total sample); those who participated in the pilot study were not 
included in the main study sample. The purposes of the pilot study were to ascertain the relevance and content 
validity of the tools, estimating the exact time needed for each case and detect any problem peculiar to data 
collection tools that might face the researchers or their assistant and interfere with data collection. After 
conducting the pilot study, the necessary changes were performed and the tools were reconstructed and made 
ready for use. 

4.8. Statistical analysis 

The statistical analysis of data was done by using SPSS program (statistical package for social science) version 
20.0. The data was tabulated and presented. The description of the data was done in form of mean and standard 
deviation for quantitative data, frequency and proportion for qualitative data. 
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5. Results 

Table 1. Baseline characteristics of the participants 


Variable 

Range 

Mean ±SD 

Age (years) 

18-35 

25.6 ±5 

Parity 

0-5 

2 ±1.3 

Gestational age (weeks) 

37-42 

39.1 ±1.86 

Temperature 

36.9-37.2 

37.1 ±0.1 

Pulse (bpm) 

61-88 

76.6 ±7.5 

Diastolic blood pressure (mmHg) 

60-90 

75.1 ±9.8 

Systolic blood pressure (mmHg) 

90-120 

107.5 ±9.9 

Number of uterine contractions /10 minutes 

3-7 

4.6 ±1.2 

Urine output 

500 - 800 

662.5 ±84.3 

FHR (bpm) 

120-160 

142.6 ±12.3 

Time from rupture of membranes to delivery 
(minutes) 

30-210 

55 ±42.2 


Table 1 demonstrates the characteristics of the study participants. The present study enrolled 100 laboring 
women, their ages ranged from 18 to 35 years with average 25.6 ±5 years and their average parity was 2 ±1.3. 
Regarding the gravidity 13% of participants were primigravida. The gestational age at onset of labor ranged from 
37 to 42 weeks with mean ±SD = 39.1 ±1.86. Assessment of the women at onset of labor revealed that their 
average temperature was 37.1 ± 0.1, their average heart rate was76.6 ±7.5 beats per minute, and their average 
diastolic blood pressure was 75.1 ±9.8 mmHg, their average systolic blood pressure was 107.5 ±9.9 mmHg. 
Uterine contractions had an average of 4.6 ±1.2 contractions per 10 minutes, the fetal heart rate ranged from 120 
to 160 with average 142.6 ±12.3 beats per minute. The maternal urine output ranged from 500 to 800 ml with the 
mean of 662.5 ±84.3 ml. The time elapsed from the rupture of membranes to the delivery was ranged from 30 - 
210 minutes with average 55 ±42.2 minutes. 


Table 2. Characteristics of the new-born 


Variable 

Range 

Mean ±SD 

Neonatal weight (gm) 

2865-4100 

3631.9 ±344.4 

Apgar score after 1 minute 

5-8 

7.3 ±1 

Apgar score after 5 minutes 

7-10 

9.4 ±0.9 

Sex 



Female (%) 

51% 


Male (%) 

49% 



Regarding the neonatal outcome; table 2 shows the average weight of the new-born was 3631.9 ±344.4 gm and 
51 % of them were females and 49 % males. The average Apgar score after 1 minute and 5 minutes are (7.3 ± 1 
& 9.4 ±0.9 respectively). 


Table 3. Time taken after ALERT ETD (Hours) 


Variable 

Range 

Mean ±SD 

Primigravida 

1-7 

3.5 ±2.1 

Multipara 

0.25-6 

3.3 ±2.1 

All women 

0.25-7 

3.4 ±2.1 


As regard to the average time for delivery among the primigravida women after the Alert ETD was 3.5 ±2.1 
hours (ranged from 1 to 7 hours), while the average time for delivery among the multiparous women after the 
Alert ETD was 3.3 ±2.1 hours (ranged from 15 minutes to 6 hours) (Table 3). 


Table 4. Distribution of study participants according to mode of delivery N=100 


Mood of delivery 

Primigravida=13 

Multipara= 87 

All women= 100 


N 

% 

N 

% 

N 

% 

Normal vaginal 

10 

76.9 

78 

89.7 

88 

88 

Caesarean section 

3 

23.1 

9 

10.3 

12 

12 


Table 4 illustrates that most of the women 88 (88%) in the present study had normal vaginal delivery (10 
primigravida and 78 multiparous women) whereas 12 (12%) had Caesarean section (3 primigravida and 9 
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multiparous women). Thus; 76.9% and 23.1% of the primigravida women had normal vaginal delivery and 
Caesarean section respectively and 89.7% and 10.3% of the multiparous women had normal vaginal delivery and 
Caesarean section respectively. 



Figure 1 clears distribution of nurse’s opinion as regard to paperless partogram. The responses of 30 nurses as 
regard to the paperless partogram were evaluated using the Likert scale. More than three quarter of nurses (76.7%) 
prefer the use of paperless partogram over the traditional partogram. On the other hand 13.3% of nurses were 
uncertain and only 10 % of nurses were not prefer the use of it. 

6. Discussion 

Monitoring labor can be undertaken in various ways. One method commonly used in developing countries is the 
partograph (or partogram). The partogram is a tool that enables midwives and obstetricians to record maternal 
and fetal observations. WHO has recommended universal use of a partogram during labor to aid in clinical 
decision-making (Banerjee & Sharma, 2015). This WHO recommendation has not changed despite a 2009 
Cochrane review of five randomized controlled trials (including both high- and low-resource countries) which 
found that using a partogram had no benefit on reducing cesarean section rates, instrumental vaginal delivery, or 
Apgar scores of less than seven at five minutes post-birth (WHO, 2014). In addition the evidence to support this 
recommendation is limited; even after the WHO simplified the partogram model to make it more user-friendly, it 
is still rarely used in low-resource areas, and when actually used, it is rarely interpreted correctly (WHO, 1994). 

The paperless partogram is a low-skill method for preventing abnormal labor (Agarwal K, Agarwal L, Agrawal 
V, Agarwal A & Sharma, 2013). It is designed to monitor not only the progress of labor, but also the condition of 
the mother and the fetus during labor. Paperless partogram needs no graph paper, no extra time to do it and uses 
the routine that the nurses are already used to. It gives the two basic data on which the partogram works namely 
(The Alert line and The Action line). This method involves only calculate alert and action times by adding six 
hours to the time when a woman reaches 4 cm of dilatation (alert line) and adding four hours to the alert time 
(action line); based on rational that cervix should dilate 1 cm per hour between 4 cm and 10 cm. If there is no 
birth at alert time, refer to care and if no birth by action line, immediate delivery (Technologies for Health 
Consultative Meeting, 2015). Very little researches done to test the effectiveness of paperless partogram in the 
management of labor and its acceptance from heath care providers (Nurses midwives and Obstetricians); so it is 
important to conduct the present study that aimed to evaluate, prospectively, the effect of use the paperless 
partogram on the management and outcome of labor and to assess the nurses’ opinion about using it. 

In the present study, the paperless partogram was used for the management of labor, out of 100 
laboring women. The base line data of women revealed that; the most of them were multipara compared to 13% 
primipara, their average diastolic blood pressure was 75.1 ±9.8 mmHg, their average systolic blood pressure was 
107.5 ±9.9 mmHg. Uterine contractions had an average of 4.6 ±1.2 contractions per 10 minutes. These results is 
slightly similar to the finding conducted in a tertiary care hospital of Uttar Pradesh -India which used the 
paperless partogram for out of 91 women who participated in the study which revealed that the mean systolic BP 
of the participants was 124 mmHg. The mean diastolic BP of the participants was 73 mm of Hg (Agarwal K, 
Agarwal L, Agrawal V, Agarwal A & Sharma, 2013). 

Regarding, the average time for delivery after the Alert ETD; the study revealed that the total mean 
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duration for delivery after Alert ETD was 3.4±2.1 hours, the average time for delivery among the multiparous 
women after the Alert ETD was 3.3 ±2.1 hours (ranged from 15 minutes to 6 hours). These results were nearly 
corresponding to the study findings conducted by Agarwal et al (2013) which used the paperless partogram for 
the management of labor, out of 91 participants, the study revealed that the mean duration for delivery after Alert 
ETD was 4.3 hours, The mean duration for delivery after Alert ETD was 4.7 ±1.9 hours in primigravida and 3.7 
±1.8 hours in multipara, however, these differences were not statistically significant (Agarwal K, Agarwal L, 
Agrawal V, Agarwal A & Sharma, 2013), and was similar to the WHO recommendation for partograms with a 
four-hour action line denoting the timing of intervention for prolonged labor (Banerjee & Sharma, 2015). 

The present study revealed that the most of the women had normal vaginal delivery (88%), whereas 
only 12 % of them had caesarean section. These findings were nearly corresponding with other study which used 
the paperless partogram for the management of labor; labor was induced only in 13% of the cases (Agarwal K, 
Agarwal L, Agrawal V, Agarwal A & Sharma, 2013). Fortunately, in the current study there was uncomplicated 
labor, in contrast with finding of a study used the WHO partogram; in which 51.3% of women were diagnosed as 
being in prolonged labor (Lavender, Alfirevic & Walkinshaw, 2006). These results had been interpreted as; the 
use of paperless partogram was highly effective during the management of labor which shown to be effective in 
preventing prolonged labor, in reducing Cesarean Section. The most of cases in the current study not reach to 
action line and those who reach to it were given the appropriate care in suitable time, so no one of them 
complicated by prolonged labor. As regard to the neonatal outcome; all the new-borns weights were within 
normal. The average Apgar score after 1 minute and 5 minutes are 7.3 ± 1 & 9.4 ±0.9 respectively; this result 
was interpreted by there was no newborn need to admit to Neonate Intensive Care Unit (NICU) or need 
ventilation. This result revealed the positive effect of paperless partogram on neonatal outcome but this result 
need to be proved by other researches; as minor studies focused on the effect of paperless partogram on labor 
outcome, unfortunately; no one study effect of using it on neonatal outcome (Debdas, 2008; Elizabeth, 2010; 
Mitchell, 2010; Agarwal K, Agarwal L, Agrawal V, Agarwal A & Sharma, 2013). So the findings of present 
study are support the research hypothesis which hypothesized that the use of the paperless partogram will be 
easy and effected design for the management and outcome of labor. 

Also the present study findings are support the second research hypothesis which hypothesized that the 
use of the paperless partogram will be preferable method from nurses view of point. The use of paperless 
partogram in labor management was acceptable for the most of nurses who shared in this study, it was found that 
more than three quarter of nurses prefer the use of paperless partogram over the traditional partogram, because of 
the use of paperless partogram in labor management very simple and not needs graph paper or extra time to do it, 
but the WHO partogram is very complicated and require more training before using it. This finding was 
supported by Debdas (2008) which argues that the partogram of WHO fails to meet the organization’s own 
requirements for appropriate technology and has not been adapted to local needs, is not acceptable to those who 
use it and too complicated for many skilled birth attendants - many of whom have not received higher education. 
Also it was reported that despite the proven effectiveness of traditional partogram, members pointed out they are 
not frequently used at all health care facility level (Debdas, 2008). One study found that less than 10 % of 
providers (nurses, midwives, and community health care workers) routinely use the partogram in peripheral 
centers in Nigeria (Oladapo Daniel & Olatunji, 2006). Additionally; some argue that use of the partogram is 
complex and too time consuming for effective use in low-resource countries that have inadequate health care 
staffing (Technologies for Health Consultative Meeting, 2015). 

Understanding barriers facing partograph use, and the limitations facing low-resource areas, is an 
essential first step in effectively addressing the low rates of partograph completion and use. Effective partograph 
initiatives need to be cost-effective, intuitive, need to promote training and ongoing education, and must work 
within the complex set of issues contributing to staff and supply shortages in developing countries. The Paperless 
partogram attempts to provide a low-cost, intuitive solution to many of the barriers facing effective partograph 
use in the developing world. 

7. Conclusion and recommendations 

Based on the study findings; it is concluded that; the paperless partogram was found convenient and effective in 
the management of labor and shown to be effective in preventing prolonged labor, in reducing Cesarean section 
intervention and in improving the neonatal outcome. Regarding the nurses opinion about the simplicity of use 
paperless partogram as a new method for labor management, it was found that more than three quarter of nurses 
prefer the use of paperless partogram over the traditional partogram. This method should be implemented as 
essential part of care in all health facilities, and used by all clinical training sites to give trainees (doctors and 
nurses midwives) an opportunity to use it. Ministry of Health should encourage to actively participating in 
activities to increase use of this tool. Further studies should be done in large different health facilities for 
focusing on the perceptions of nurses about the use of the paperless partogram. 


22 




Journal of Education and Practice 

ISSN 2222-1735 (Paper) ISSN 2222-288X (Online) 

Vol.6, No.8, 2015 


www.iiste.org 


list 


References 

Agarwal, K., Agarwal, L., Agrawal, V., Agarwal, A. & Sharma, M. (2013). Evaluation of paperless partogram as 
a bedside tool in the management of labor. J Fam Med Primary Care 2013; 2:47-9 

Banerjee, M. & Sharma, D. (2008). Maternal and Child Health Community. Solution Exchange for the Maternal 
and Child Health Community. Discussion Summary. Promoting Active Management of Third Stage Labour 
(AMTSL). Issue Date: 25 August 2008. Accessed at 1/2/2015 

Dangal, G. (2007). Preventing Prolonged Labor by Using Partograph. The Internet Journal of Gynecology and 
Obstetrics. 2007.7 (1). 1: 4 

Debdas, A. (2008). Paperless partogram. 41 st Annual Scientific Sessions: Sri Lanka College of Obstetrics and 
Gynaecologists. SLJOG Vol. 30. 2008; 1:124 

Elizabeth, A. (2010). The Paperless Partogram: A Simplified Tool to Prevent Prolonged Labor. Available from: 
http://www. Healthynewbornnetwork. org/blog/paperless-partogram simplified- tool-prevent-prolonged-labor. 
Accessed at 12/5/2014 

Friedman, E. (1955). Primigravid labour. A graphicostatistical analysis. Obstetrics and Gynecology, 1955. 6[6]; 
567-589 

Lavender, T., Alfirevic, Z. & Walkinshaw, S. (2006). Effect of different partogram action lines on birth 
outcomes: A randomized controlled trial. Obstet Gynecol 2006; 108:295-302 

Lavender, T., Hart, A. & Smyth, R. (2008). Effect of partogram use on outcomes for women in spontaneous 
labour at term. Cochrane Database of Systematic Reviews. 2008 (4):CD005461 

Mitchell, K. (2010). The Paperless Partogram: The 20-Second Tool for Preventing Prolonged Labor. Accessed at 
12/5/2014 

Mohamed, Z. (2011). Level of satisfaction on the implementation of performance appraisal among nonacademic 
staff, university Utara Malaysia, master theses 

Ogwang, S., Karyabakabo, Z. & Rutebemberwa, E. (2009). Assessment of partogram use during labour in 
Rujumbura Health Sub District, Rukungiri District, Uganda. African Health Sciences. 2009; 9(Supplement 
1):S27-S34 

Oladapo, O., Daniel, O. & Olatunji, A. (2006). Knowledge and use of the partograph among healthcare 
personnel at the peripheral maternity centers in Nigeria. Journal of Obstetrics and Gynaecology. 2006; 
26(6):538-541 

Technologies for Health Consultative Meeting (2012). Intrapartum-Related Events. MNCH Pathways. Presented 
February 15-16, 2012. Updated March 15, 201. Available at www.path.org. Accessed at 1/2/2015 
Tsu, V. & Coffey, P. (2009). New and underutilized technologies to reduce maternal mortality and morbidity: 
What progress have we made since Bellagio 2003? BJOG. 2009; 116(2):247-256 

World Health Organization (1994). World Health Organization partogram in management of labour. Lancet; 
1994.343:1399-404 

World Health Organization (2007). Maternal mortality in 2005. Estimates developed by WHO, UNICEF, 
UNFPA and the World Bank. Geneva 

World Health Organization (2014). Effect of partogram use on outcomes for women in spontaneous labour at 
term page. WHO website. Available at: http://apps.who.int/rhl/pregnancy_childbirth/ childbirth/routine 
_care/cd005461_sonibl_com/en/index.html.. Accessed December 30, 2014 

First author: Dr .Entesar Fatouh Abdel Moneim Muhammad, Bachelor of Nursing, Ain Shams University, 1993 
(Very Good), Master degree in Maternity, Obstetric and gynecological Nursing, Faculty of Nursing, Suez Canal 
University (2000) (Very good). Doctorate degree of Maternity, Obstetric and gynecological Nursing, Faculty of 
Nursing, Suez Canal University (2007). Assistant professor of Maternal & Newborn Health Nursing, Faculty of 
Nursing, Helwan University (2012), peer reviewer in the International Research Journal of Public and 
Environmental Health research .Manger of technical institute of nursing -Faculty of Nursing, Helwan University. 
Head department of Maternal & Newborn Health Nursing, Faculty of Nursing, Beni Sueif University .Member 
in Implementation Team in Establishment of Quality Assurance and Performance Appraisal System Project in 
Faculty of Nursing, Helwan University, Egypt. 

Second author: Dr. Sabah Ramadan Hussein Ahmed, Bachelor of Nursing, Zagazig University, 1996 (Very 
Good), 5 th category, Master degree in Maternity & Newborn Health Nursing, Faculty of Nursing, Ain Shams 
University (2004) (Excellent) 1 st category. Doctorate degree of Maternity, Obstetric and Ggynecological Nursing, 
Faculty of Nursing, Assiut University (2010) (Good). Lecturer of Maternal & Newborn Health Nursing, Faculty 
of Nursing, Helwan University (2010). Member in Implementation Team in Establishment of Quality Assurance 
and Performance Appraisal System Project in Faculty of Nursing, Helwan University, Egypt. 


23 




The IISTE is a pioneer in the Open-Access hosting service and academic event management. 
The aim of the firm is Accelerating Global Knowledge Sharing. 

More information about the firm can be found on the homepage: 
http://www.iiste.org 


CALL FOR JOURNAL PAPERS 

There are more than 30 peer-reviewed academic journals hosted under the hosting platform. 

Prospective authors of journals can find the submission instruction on the following 
page: http://www.iiste.org/iournals/ All the journals articles are available online to the 
readers all over the world without financial, legal, or technical barriers other than those 
inseparable from gaining access to the internet itself. Paper version of the journals is also 
available upon request of readers and authors. 


MORE RESOURCES 

Book publication information: http://www.iiste.org/book/ 

Academic conference: http://www.iiste.org/conference/upcoming-conferences-call-for-paper/ 


IISTE Knowledge Sharing Partners 

EBSCO, Index Copernicus, Ulrich's Periodicals Directory, JoumalTOCS, PKP Open 
Archives Harvester, Bielefeld Academic Search Engine, Elektronische Zeitschriftenbibliothek 
EZB, Open J-Gate, OCLC WorldCat, Universe Digtial Library , NewJour, Google Scholar 



135333 


INDEX (Sf* COPERNICUS 


o ULRICHS VEB 


JournafTOCs 



> BASE 


MJf Elefctroivscf* 

0)3 ZcitscnnftcnoibUotbefc 


00 

open 


<$> 

OCLC 



wwiacAt 



LI • 


rMUMJf T1)M* UMVVItm 

LIBRARY 









